8
Conclusions
(1) In about half the patients complaining of indigestion after vagotomy and pyloroplasty there is evidence of recurrent ulceration.
(2) Recurrent ulceration is not always the result of an incomplete vagotomy.
(3) An incomplete vagotomy does not always mean that symptoms are due to recurrent ulceration. (4) Gall-stones may develop after vagotomy. (5) Patients with positive radiological evidence of stenosis or recurrent ulcer respond well to an appropriate second operation. (6) The insulin test result indicates whether antrectomy or transthoracic vagotomy is appropriate.
Ruptured Aortic Aneurysm as an Abdominal Emergency by G Slaney chM FRCS and F Ashton chM FRCS (Department ofSurgery, Queen Elizabeth Hospital, Birmingham) The surgical management of ruptured abdominal aortic aneurysm remains a formidable challenge with an operative mortality rate of 50-70% or more in most published series (Gaspar 1963 , Kouchoukos et al. 1967 . We now report our experience with 50 cases of ruptured abdominal aortic aneurysm treated during the past five years. This series is completely unselected and we have attempted to salvage every patient who was still alive when first seen.
Presenting Signs and Symptomns
All 50 patients had a pulsatile abdominal mass but in a few it was difficult to feel and most of the patients had severe abdominal pain, often radiating through to the back. Eighteen of the patients had gastrointestinal symptoms consisting of nausea or vomiting, colicky abdominal pain, constipation or diarrhoea; abdominal distension was variable. These symptoms were severe enough in one patient to mimic those of intestinal obstruction.
Thirteen, one-quarter of the cases, had renal type symptoms with severe pain in the back radiating to the loin, groin or testicle, usually the left. Several of these patients were thought to have renal or ureteric colic due to calculus and this is a common error (Szilagyi et al. 1961 , Mannick et al. 1964 , Barrat-Boyes 1957 , Martin 1965 .
In 12 patients the onset of symptoms was so dramatic, with severe pain, collapse and abdominal rigidity, that a perforated peptic ulcer or pancreatitis was suspected. Five of these patients had an exploratory laparotomy elsewhere and survived subsequent transfer to our hospital. Two patients presented with strangulated inguinal hernias and one of these in addition to his ruptured aneurysm had a gangrenous cwcum in the hernial sac. Two patients had extensive bruising in the loin and perineum respectively, due to extravasation of blood.
The symptoms and signs may therefore resemble those of any abdominal emergency, However, the diagnosis is usually simple if the triad of severe abdominal pain associated with shock and a pulsatile abdominal mass is remembered; shock is not invariable. In cases of doubt an abdomihal X-ray may demonstrate curvilinear calcification in the wall of the aneurysm or a retroperitoneal mass. Sudden death is unusual: half our 50 patients had acute symptoms for twenty-four hours or longer; four or them for seven days prior to rupture. Thus there is usually time to intervene while the patient is in good condition, if the diagnosis is borne in mind (Barrat-Boyes 1957, Mannick et al. 1964 , Szilagyi et al. 1961 .
Hypotension: Fifteen or almost one-third of the patients had a systolic blood pressure below 100 mmHg on admission and only 5 of them survived. These deaths accounted for almost half the mortality of the entire series and hypotension is of serious prognostic significance as previously noted by others (Gryska et al. 1961 , Vasko et al. 1963 , Mannick et al. 1964 , De Bakey et al. 1964 , Kouchoukos et al. 1967 . Results (Table 1) Two patients had ruptured suprarenal aneurysms, one of whom survived. The remaining 48 aneurysms were infrarenal and of 42 patients with a complete aortic rupture and a large retroperitoneal hxmatoma, 20 died. In the remaining 6 patients, who had an emergency resection, the wall of the aneurysm was either cedematous or demonstrated local bile staining and intramural hTemorrhages but there was not a retroperitoneal h?ematoma; all 6 survived operation and were Four hundred and fifty consecutive patients with hiatus hernia operated on during the past thirteen years form the basis for this paper; 326 had sliding and 74 paracesophageal hernias. A special group of 50 patients with fixed or irreducible hernias. some with stricture formation, is included for comparison. The detailed study concerns the 400 sliding and paracesophageal hernia cases of whom 35 presented with hypochromic iron deficiency anemia and 24 with meltena or hxmatemesis, this total of 59 anamic patients gives an over-all incidence of 15 %. The mean hmmoglobin of the anaemic group was 8-5 g/l00 ml.
The possibility that anaemia was due to conditions associated with hiatus hernia was investigated. An iron-deficient diet was taken by 9 of the 59 patients; however, 4 of these presented with frank hemorrhage, a more likely cause of anemia, leaving 5 in whom diet might possibly be incriminated. Duodenal ulcer patients were excluded from this series. Significant hemorrhoids and menorrhagia were found in 3 patients. It was concluded that associated disease was not a major cause of anmemia in this series.
Operation for repair of the hiatus hernia together with replacement of the stomach into the abdominal cavity resulted in a reversal of the anwmia and the prevention of further hmmorrhage in all patients: the mean rise in hmmoglobin concentration was 5 8 g/100 ml. This fact establishes that hiatus hernia is in some way the cause of aneemia in these patients.
It is commonly thought that bleeding from cesophagitis leads to anxmia in these cases. Table 1 shows the incidence of aneemia in the paracesophageal and the sliding hernia cases. Anemia is three times as common in the former.
These figures are statistically significant. Paracesophageal hernias are not associated with gastro-cesophageal reflux diagnosed either radiologically or clinically; cesophagitis therefore is certainly not the cause of anxmia in this group of patients.
Consideration was given to the possibility that reflux cesophagitis plays a role in causing anemia in sliding hernia cases. Pre-operative oesophagoscopy was carried out in all patients and Table 2 shows the result of an attempt at correlating cesophagitis with anmmia. Three groups all with radiological reflux are shown; 37 anuemic sliding hernia patients, 100 sliding hernias randomly selected from the nonanemic cases and the special group, referred to earlier, of 50 fixed 
